Proceedings of the Royal Society of Medicine unless the rectum is particularly healthy and has not been involved in severe inflammation.
(3) The contracted rectum.-Fibrous stricture of the rectum has been regarded as a contraindication but we have found that most strictures can be dilated and the rectum made suitable for anastomosis. Even the shrivelled rectum, where the anorectal canal will not admit a finger, has been treated by gradual dilatation (Abel, see p. 27) and restored to a calibre which permits a second-stage ileorectal anastomosis and normal bowel action. In exceptional cases, however, the rectum is beyond treatment and is a danger to the patient. One such patient, with a tenyear history, has been treated by total proctocolectomy. INDICATIONS It is untrue to say that a rectum which is severely involved by disease, showing pseudopolyps or stricture, is unsuitable for ileorectal anastomosis. All of us who practise this method (see also large series by Aylett, below) have seen patients with severe proctitis in whom the rectum has become normal after total colectomy and ileostomy and in whom the anastomosis has been successfully performed, as a second stage. The interval between the colectomy and the "hookup" varies from a few weeks to many months.
In conclusion, therefore, while we appreciate the merit of total proctocolectomy in exceptional cases-for example with intractable fistula, where the danger of cancer is present or with a completely stenosed rectum-we think that in the great majority of patients the most rational surgical treatment is total colectomy and ileorectal anastomosis, in one or two stages. From our experience we know that a diseased rectum heals; that pseudopolyps disappear; that strictures can be controlled and that fistule can close.
Ileorectal anastomosis is therefore indicated for all those patients with ulcerative colitis requiring surgery, with the few exceptions which have been mentioned.
Results Following Total Colectomy and Ileorectal Anastomosis
By STANLEY AYLETT, F.R.C.S.1
London THE results obtained in 120 cases of diffuse ulcerative colitis in which a total colectomy and 'Westminster Hospital Teaching Group (The Gordon Hospital), London. ileorectal anastomosis has either been completed or attempted are summarized in Table I . These All had been under specialized medical treatment prior to operation, the latter being undertaken only because, in spite of all known adjuvants to treatment, the disease had not been arrested.
The exceptions are 4 cases in which initially a partial colectomy was undertaken and 6 cases in which at the time of operation cancer had developed and spread to an extent which made the disease incurable.
After operation 6 died, a mortality rate of 5 %; of these 1 died of post-operative obstruction, 3 of general toxaemia, 1 of diffuse general peritonitis and uremia, which were both present before operation, and one child died probably of adrenal insufficiency. One patient died of cancer fifteen months after her total colectomy. She had had ulcerative colitis twenty years and was operated upon because of obstruction-resulting from one of three primary carcinomata. One patient has developed a cancer of the rectum. He was aged 19 at the time of operation and had had colitis since the age of 2. The rectal inflammation failed to resolve after total colectomy and ileorectal anastomosis and a further rectal biopsy revealed the presence of a cancer. An abdominoperineal excision was carried out but secondaries have since developed in the lungs. This case has led me to consider that if the disease has been present for 12 or more years the rectum may have to be removed on account of the danger of an already established carcinoma.
Three cases have been converted into ileostomies, because of rectal incontinence. I think it possible that in one of these cases a hook-up will be feasible subsequently, but in the remaining two, in spite of a return to good health and normal weight, the internal sphincter mechanism seems to have lost its function and their anorectal regions are patulous and unable to retain the rectal content.
At the time of compiling this report treatment at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from had not been completed in 6 patients. Of the remainder, 98 have returned to full work and 3 to part-time activities. These patients come from many walks of life and include a doctor, nurses, business executives, a cleric, an actor, housewives, long distance lorry drivers, school children, engineers, and an engine driver. The last patient had a stage 3 carcinoma of his transverse colon complicating the colitis and four years after operation he is still driving his engine. There has been a return to maximum pre-illness weight in most cases and some have so exceeded this that a dietary regime has had to be imposed. Two patients have had normal confinements and two have sired infants.
With regard to the number of daily bowel actions, 91 have the bowels opened 6 or less times in the twenty-four hours and of these 34 have 4 or less movements. Those having their bowels moved 6 or less times are not inconvenienced by this excess over the normal as it is about the number of times they would have to retire for urination. Over the passing months after the operation there is a natural tendency for the activity of the intestine to diminish and many long-term patients take no medicaments at all or at most I-so-gel and small doses of codeine.
Initially, however, all are put on codeine and one of the anticholinergic drugs in addition to I-so-gel. In some patients in whom bowel activity has been excessive, tablets of a combination of penicillin and triple sulphonamide have sometimes proved dramatic in their result. We have been unable to explain the reason for this as the intestinal flora seems unchanged by the drugs.
The post-operative care of the patients has often been difficult, post-operative intestinal obstruction producing the principal anxiety (Table II) . It has occurred in 12 cases, with recurrence in 2. With 2 exceptions the obstruction has occurred in the immediate post-operative period when the patient had barely recovered from the resection. Most of the obstructions have been due to a plastic peritonitis, the result of pre-operative infection of the peritoneal cavity. Following excision of the colon, marked distension of the small intestine can occur with minor obvious abdominal swelling, and its degree is usually far greater than is apparent from clinical examination. If the patient is reoperated upon before the general condition starts to decline there is every chance of recovery, but as there is little margin between a reasonably good general condition and one that makes further operation hazardous, conservative treatment must never be continued into the second phase.
The second difficult complication has been the formation of multiple fistulk on the abdominal wall as a result of wound sepsis and breakdown consequent upon the general inanition of the patient. Such fistule are rarely cured by simple oversewing of the deficiency in the bowel wall and resections are required. Several operations have been necessary for the cure of these patients.
Partial colectomy was undertaken in 4 cases. In 2, the disease recurred in the remaining colon and of these one patient died of an overwhelming hemorrhage. The second case had a return of her initial symptoms and was only cured when the remainder of the colon was removed. I think that partial resection of the colon should rarely if ever be undertaken for ulcerative colitis because neither from the X-ray of the bowel nor from its outward appearance at operation can one be certain that diffuse disease is absent.
The Results of Ileorectal Anastomosis By E. G. MUIR, M.S.' London THE frequency with which this operation can be justifiably performed is a question which produces conflicting surgical opinions but there can be few of us interested in this disease who have not given ileorectal anastomosis a trial. Since 1945 I have used the operation whenever possible on cases of ulcerative colitis referred for surgical treatment but only 19 such operations have been performed and this is approximately one-third of all those requiring surgery. My experience is small, partly because I do not see large numbers of these cases and partly because the majority of those I do see have a degree of rectal involvement already present which to my mind has made the operation unsuitable. 'King's College Hospital, London.
